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INTRODUCTORY REMARKS. and the physiotherapist can work together
I have been asked to lecture on the sub- on mutual problems.
ject of psychology this evening. This I feel Psychology is the study of behaviour-
to be an impossibility in the space of forty a subject matter which has the widest of
minutes or so, except in the most vague in1plications. PS) chologists define behaviour
generalities, which would be nleaning~ess as the ways in which the total individual
and uninteresting. I take this opportunity, functions within his environment. They
therefore, merely to make some observations believe that it becomes artificial to study
on those aspects of psychological resea~ch either, in isolation, but in view of the scope
which may be of interest to you as phySlO- of the subject, the field of s~udy has faIle.n
therapists, and to attempt to outline so~e into separate areas with partIcular empha~ls
of the ways in which I feel the psychologIst and application. Therefore one studIes
1 A lecture delIvered to the member" of the Australiafl social educational, animal, industrial, or
PhysIOtherapy ASSOCIatIOn, Western Austlaha, on August c1inic~l psychology, endeavouring at the
12, 1957.
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same time to integrate the findings from all
these sections.
Within the general n1edical setting,
clinical psychology is of particular relevance.
It is this area that we will be primarily
concerned with this evening, with specific
emphasis on the diagnosis and treatment of
patients suffering from nluscular disorders.
THE CLINICAL PSYCHOLOGIST AND HIS
FUNCTION.
Before proceeding any further I should
like to clarify what a clinical psychologist
is, and what he does, as there so often
appears to be confusion in people's minds as
to the actual nature of the beast. Often he
is confused with the psychiatrist, or
in1agined as someone who by magical passes
produces a mystical figure called an "I.Q.",
or else he is seen as an unsavoury individual
grossly preoccupied with sex. The general
public are not too sure what goes on behind
his office door, wherein lies the on1inous and
much publicized couch of popular fiction,
and they are not too certain that they wish
to find out.
In actual fact the clinical psychologist is
a person who has wended his way through
three years of undergraduate study at a
university, and usually takes a fourth year
to get an honours degree. In the next
couple of years he "shops around" the
various fields of applied psychology as the
junior partner in Child Guidance Clinics
or Commonwealth Employtnent Offices.
\tVhen he has finally selected clinical work
as his chosen career he then returns to the
University for three years of postgraduate
stud) , to gain a Diploma in Clinical
Psychology. At least, this is how it happens
at the University of Western Australia just
now. At the end of this academic journey
he usually finds that his services can be best
put to use in a Commonwealth or State
Government service. The Education Depart-
ment or Child Guidance Clinic is the usual
choice for those interested primarily in
children, and the Repatriation Commission
or the State Mental Health Service for
those who are more interested in adult cases.
Honorary positions are available in the
general hospitals as clinical psychologists, or
in the Marriage Guidance Council as mar-
riage counsellors. Private practice, as I
have found, is also open to the clinical
psychologist in a consulting capacity, pro-
viding one is prepared to share rooms, with
the proverbial "wolf" at the door, and to
weather the scorn of the Hospitals Benefit
Fund.
But what does the clinical psychologist
do? On the job he is interested in the
whole range of human behaviour and experi-
ence from broken limbs to broken n1inds. In
his work he finds that there are few human
disorders or diseases which are exclusively
organic, just as he finds that mental illness
invariably has its physiological concomitants.
Therefore, the clinical psychologist may be
called upon to assist in isolating the causes
of a phobia, or be asked to measure and
assess the extent of functional aspects in a
lower back pain. This broad range of
activities is also reflected in treatment, where
the psychologist may be asked to counsel
husband and wife with a view to relieving
marital tension, or be called upon to use
the techniques of suggestion in enabling a
patient to achieve greater muscular control
in labour.
In the diagnostic aspects of his work the
clinical psychologist uses his training in
interviewing to obtain a detailed life history
from the patient. He makes diagnostic
asseSSlnents from this data, but such judge-
ments are subjective and therefore of doubt-
ful reliability, for they are open to the
human frailties and biases of the person
making the judgements. To minimize these
weaknesses the psychologist supplements his
clinical impressions with objective assess-
ments of the patient fronl psychological
tests. These two approaches combined
would appear to tnake for l110re accurate
diagnosis than either test or interview alone.
This method of appraisal is similar to the
procedure vv-hen a medical practitioner forms
an opinion and then carries out pathological
tests on the patient.
Psychological tests have been criticized
in many quarters - most vehen1ently by
those who have little understanding of them
and who, because their own anxieties and
insecurities have been aroused, see such
techniques as intrusion on the privacy of the
mind. This basic attitude is not unlike
earlier attitudes concerning the practice of
medicine, where the privacy of the body was
held in such esteen1 that the physiclan was
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hampered in his work because he had to
examine the female patient through a
chemise or under a coverlet. Fortunately
these prejudices, which have their roots in
fear, are slowly becoming less prevalent.
The tests themselves aim to measure the
personality of the patient as a whole.
Specifically they attempt to assess the
patient's intelligence, emotional maturity,
social adequacy, and his particular bent or
vocational aptitudes. The tests are com-
monly given in number, or a battery; and
the various results from these investigations
are integrated to forln a total picture of
the patient-his strengths and weaknesses,
and the way in which he is functioning at
the present time. The tests also aim to
predict how he is likely to behave in the
future. I have brought some of these tests
with me, which you might like to have a
look at afterwards.
It has been suggested that the clinical
psychologist append to his shingle the fol-
lowing postscript: "We can tell you what's
wrong with you, but we can't do a damn
thing about it." This I feel reflects the
despair of most individuals that psycho-
therapy is a mystical and dubious procedure
that rarely produces any startling results.
It also reflects the frustration of the more
pharmacologically minded concerning their
inability to produce a wonder drug which
will cure emotional disorders. In actual
fact, extensive research has been made into
the techniques of psychotherapy since World
"Var II, and the methods evolving from
these investigations \vould seem to be sound.
In psychotherapy the psychologist can
use one of two methods: a directive method
or a non-directive method. A directive
method involves the psychologist in "doing
something" to the patient. In the non-
directive technique, the psychologist creates
a situation and an atmosphere free from
stress, in which the patient can do things
for himself. The difference between the two
approaches lies in who assumes the responsi-
bility for the patient's cure-psychologist or
patient. It seems in practice that the patient
should be encouraged to retain the maximal
amount of re"ponsibility for his own
development in treatment. The handing over
of responsibility to the therapist seems to
reduce the patient's self-reliance from the
start and instead encourages a passive
dependency on the therapist. When this
happens, treatment becomes long and drawn
out, and seldom is it really effective.
However, directive methods of treatment
have their place. Sometimes it is essential
to give information to a patient where
ignorance is a barrier to his reaching a
satisfactory adjustment, as in premarital
cot1n~elling. It can be useful in older
patients, where analysis of their conflicts
would be a long-term proposition, and where
irritating symptoms can be readily removed
by suggestion, such as tension headache or
heavy smoking. But in the main the aim
is at all times to encourage the patient to
feel that he is making a major contribution
to his own welfare. For instance, hypnosis
is probably the most directive method of all ;
the therapist places the patient in a passive,
receptive state and "does things" to change
him. I-Iowever, to avoid the implied position
of dominance, the therapist these days rarely
uses the fixed gaze technique of induction.
He doesn't grow a "ziff", practice staring
without blinking, and perpetually adorn
himself in evening dress with scarlet-lined
cloak. Instead, he selects the case where
suggestion will contribute to the patient's
well-being, and then explains the nature of
the hypnotic trance to dispel any of the
more exotic notions which the patient may
have about the procedure. The arm levita-
tion technique is used in preference to trans-
fixing the patient with an icy stare, because
it helps the patient to participate more
actively and to feel that he is in part
responsible for the muscular changes in his
arms.
THE USE OF PSYCHOLOGY IN THE
PRACTICE OF PHYSIOTHERAPY.
I believe that sOlne psychology is included
in the training course for physiotherapists.
A few lectures on general psychology in
its classical form I should think \vould be
highly indigestible and have little practical
value. However, I feel that a selected course
of lectures on the theory and practice of
psychology directly related to the problems
and case material which will confront the
physiotherapist would be helpful.
The theoretical contribution which I feel
psychology should be able to make in the
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training of a physiotherapist is in nlaking
available its findings in the field of psycho-
somatic disorders, particularly the role of
emotion in muscular function. The cumula-
tive results of research findings indicate that
all disease and traumatic experiences affect
the whole individual. Thus it would appear
artificial to treat a lower back pain instead
of a patient who has a pain in the lower
back. Such symptoms appear to be in
certain cases the outward manifestation of
inner disharmony and conflict in the total
person. The concept of resistance seems
to be a total entity involving body and
mind; so that not only a run-down physical
condition, but a certain type of run-down
mental condition makes fertile ground for
the developnlent of such diseases as tuber-
culosis and, possibly, carcinoma.
These are but scattered and general com-
ments on the type of findings which psycho-
somatic research has produced. Time
doesn't pernlit my going into detail con-
cerning the nature of each psychosomatic
syndrome as we understand it at our
present state of knowledge. To give some
idea of the type of approach, it might serve
to make comment on one or two disease
entities from the psychosomatic point of
view-entities ,vhich lTIight presumably
CaIne within the orbit of the physiotherapist.
Extensive psychosolnatic research has
been carried out into the nature of rheu-
matoid arthritis for thirty years. It was
selected as a subject for study because of
the apparently inexplicable and unpredict-
able nature of its remissions and recurrences.
No particular external situations were found
to coincide with these startings and stop-
pings of the disease progress. Thus the
experimenter looked inside the patient and
tried to view the external structures jrotn
the patient's point of view. This approach
appears to have been far more productive.
It was found that the patients who
developed rheumatoid arthritis in childhood
showed a definite tendency to competitive
bodily activity and were athletic to the point
of being tOlnboyish as younggters. In adult
life these patients showed a lot of control of
emotional expression, and they tried to exert
considerable control over their families.
They are demanding and exacting, but at
the sa1ne time express concern and worry
over those near to them. There seems to
be a strange mixture of tendencies to domi-
nate and yet to give service to others.
The characteristic pattern of the arthritic
seems to be as follows: Their parents have
usually been excessively restrictive-strong
domineering demanding mothers, and more
dependent compliant fathers. The patient as
a child reacts against this restriction with
rebellion which is expressed in randonl
motor activity to discharge their feelings.
If the parents punish the child heavily for
this apparent naughtiness, the tnuscular
discharge of feelings beconles associated
with fear and guilt. The pattern is laid
down, so that in later life the no,v potential
patient meets frustration and his natural
feelings o~ anger are aroused, but he
becomes afraid and guilty, and inhibits any
discharge of this feeling. He has got him-
self into a sort of psychological "straight-
jacket": he gets mad, prepares his muscula-
ture to fight but inhibits outward expression
of the muscular tension. Chronic muscular
tension results.
Prior to the onset of the disease the still
potential patient achieves a delicate balance
of adjustment. He characteristically dis-
charges his aggression through lTIuscular
activity through narrow socially acceptable
channels, such as hard work or sporting
activities. An argument with the wife pro-
duces little hostile retaliation on the part of
the husband, but encourages much activity
on the chopping block at the wood heap.
Any guilt that arises in the potential patient
is absolved in passive tendencies to serve
otherE,. When this precarious equilibrium is
upset by a specific set of circumstances,
apparently unrelated, to the casual observer,
the chronic inhibited aggression leads to
increased muscle tonus and in some way to
arthritis. For example, if after one of the
arguments with his wife, she should fall
downstairs and break her leg, it is likely
that the tretnendous guilt aroused in the
potential patient will precipitate the onset
of the disease. Again, if sonle other set of
circumstances arises which permits the
re-establishment of the equilibrium by
opening up some old avenue for discharge,
a spontaneotis remission may result. To get
back to our warring couple, if she should be
sick of the Inarital situation and run off
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with another nlan, and he, tired of her
nagging, is glad to see her go, one might
expect a clearing up of the condition because
the source of his frustration has been
removed.
These examples, of course, are extretnely
crude, and in any case of rheumatoid
arthritis the emotional factors are extremely
complex. Further, with any psychosomatic
condition, secondary changes, both physical
and psychological, occur when the disease
has become well established over a number
of years. Joints become set just as attitudes
toward being a cripple become set.
To touch briefly on one other condition
into "vhich psychosomatic research has been
made - the fracture patient. Flanders
Dunbar found in a study of accident cases
that 80% of fracture patients had had t"vo
or more accidents. There appears to be an
accident-prone type of person, and he is an
impetuous individual who is inclined to act
out his mon1entary impulses. He has been
found to live in the present and shows a
conspicuous lack of long-term goals. His
characteristic life pattern seems to follow
definite lines. As a child the fracture
patient, like trye arthritic, often has had an
excessively restricting upbringing against
which he rebels. Unlike the arthritic, the
accident-prone individual gro,vs up har-
bouring a deep resentment of persons in
authority. 1\10st adolescents seeln to gro,v
through such a period in their development,
and \ve see it currently expressed in the
"Leathery" cult with their popular theme
song "Transfusion", which clearly expresses
the light-hearted abandon \vith which the
potential fracture patient regards the
breaking of a leg or an arm. However,
the strictness of the potential fracture
patient's upbringing builds into him a severe
conscience which tnakes him feel guilt con-
cerning his rebellion. The characteristic
way in which he solves his conflict is
through unconsciously provoked accidents
which on the one hand express his resent-
ment and revenge, and at the same time, he
feels, atone for his rebellious feelings by
punishing himself in injury.
Findings such as these I feel make it
evident that the management of specific
illness should be governed by an awareness
of the needs of the whole person, and the
significance which the illness has for the
individual should determine the total
approach to his treatment.
CONCLUSION.
Finally I should like to discuss the specific
ways in which the clinical psychologist can
be of assistance to the physiotherapist.
Firstly, because his job is essentially
handling of people, the psychologist in con-
tact with the physiotherapist may be able
to pass on his methods and techniques for
what they are worth, by which he encourages
growth in the individual case. The psycholo-
gist has found that to get the best out of his
patients and to facilitate a loosening up of
natural tension, it is best to keep in the
background, thereby encouraging patient
participation and responsibility. A sound
knowledge of the techniques of hypnotic
suggestion, I feel, would be invaluable to
the physiotherapist. The physiotherapist
would appear to be in a privileged position
to act as a personal counsellor to the patient,
for it has been said that ,vhen a patient
"drops his tweeds he drops his defences".
Secondly, the psychologist may be able to
contrihute in specialized situations where
the physiotherapist requires maximal relaxa-
tion. A method of relaxation directed
exclusively at the muscular apparatus was
developed by J. H. Schultz and originated
from work done with hypnosis. Roughly
his "training method" involved a "talking
to the muscular apparatus" with explanation
to the patient. He found that by this method
it was possible to produce a psychosomatic
condition in the patient such as to render
him capable of self-regulatory control of
other,vise automatic functions. Specifically
the psychologist could make a contribution
where the re-education of a patient's muscles
is involved. Such cases as the after-effects
of "polio", or "spastics", would appear to
come into this category. In these cases sug-
gestion techniques not only increase the
availability of muscular activity, but also
have a residual effect which produces patient
confidence in a more permanent form of
increased movement.
Thirdly, the psychologist could perhaps
be of use to the physiotherapist in helping
to isolate hysterical conditions which may
be simulating organic paralysis.
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Fourthly, the psychologist could assist
the physiotherapist in the training of preg-
nant women for labour. Hypnosis used in
this setting can produce increased relaxation
of the muscular systems as well as inducing
freedom from pain and apprehension. It
has added effectiveness in being avail-
able for use to increase lactation in the
nursing stage. Hypnotic suggestion in good
subjects has also been effective in increasing
the ease with which the placenta is removed,
and even in some cases nominated the time
-at which labonr will commence-surely a
boon to weary obstetricians!
To sum up, I feel that the day is near
at hand when patient management will be
:a matter for a multi-disciplinary approach.
I think the team approach in which the
physician. physiotherapist. psychologist,
social worker, and all the other specialities
take part in the handling of the total life
situation of the patient is the approach of
the future, and will surely give a greater
measure of permanent relief than will the
present methods of treating sylnptoms and
disease isolation. At present the field is
fragmented. Individuals are not trained in
the techniques of cooperation, and the
individual disciplines have developed in
isolation, so that the everyday language of
one discipline is unintelligible jargon to
another. This situation encourages sus-
picion, prejudice, and bias, which become
barriers to effective cooperation. The break-
down of these barriers is our problem for
the future.
